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Foreword by Chief Executive
Welcome to the first Single Equality Scheme of County Durham and Darlington NHS Foundation Trust.    Our Trust was created in 2002 when the former South Durham Healthcare and North Durham Trusts merged.    We became successful in our application for Foundation Trust status in February 2007, which we believe will benefit the community we serve. 

This is very exciting time for the Trust as we are currently engaged in a programme of change known as “Seizing the Future”.   This is aimed at shaping our Trust’s strategic direction for the next five years.     This will included a major clinical service review and will deliver: 

· A 5 year strategic plan

· A compelling clinical vision

· Agreed high quality clinical standards and outcomes for the futures

· A decision on the way forward for our hospitals over the next 5 years

As a Foundation Trust, all of these decisions will be consulted upon with our Foundation community which includes all our local stakeholders.     

What we have tried to achieve with this new piece of work on single equality also reflects our engagement with our local community.  At the time of the implementation of the Trust Disability Equality Scheme, the Strategic Health Authority led a major piece of work in commissioning, along with other participating NHS organisations, a local user-led consultancy to carry out the first ever regional engagement project related to disabled people and health services.  This model of working was commended by the Disability Rights Commission in their report on the way Strategic Health Authorities had implemented regional Schemes and the North East Regional Model was judged to be the best.  

Our Trust was also assessed by the Health Quality Service team who visited our Trust in 2007, and commended our work.     We have therefore used the same principles of engagement but this time hosted our own local events, directly with our own local community to help us develop our first Single Equality Scheme.   We have worked jointly with our neighbouring NHS Trust of Tees, Esk and Wear Valley in what we believe is the first joint Single Equality Scheme in the area.      Our users supported our event in January, and a follow up event, so they could influence and shape what we have developed.  We thank them for their active involvement and support.  

Signed 






Chief Executive
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SECTION 1
 

1.1
The core principles of the NHS stated in the NHS Plan and reinforced in subsequent policy documents are:

· to shape its services around the needs of patients, their families and their carers;

· support front-line staff to better respond to the needs of all sections of the community and deliver more responsive, high quality services; and

· challenge discrimination on the grounds of age, gender, ethnicity, religion, disability and sexuality.

The Department of Health states in its Single Equality Scheme that it has seven high level goals currently.  These are:
· To lead sustained improvements in public health and well-being, with specific attention to the needs of disadvantaged and vulnerable people

· To enhance the quality and safety of health and social care services, providing faster access and better patient and user choice and control

· To deliver an improved care experience for patients and users, including those with long term conditions

· To improve the capacity, capability and efficiency of the health and social care system

· To ensure systems reform, service modernisation, IT investment and new staff contracts

· To improve the service the DOH provide as a Department of State to – and on behalf of – Ministers and the public, nationally and internationally

· To develop departmental capability and efficiency and cement our reputation as an organisation that is good to do business with and a good place to work

The launch of our new Single Equality Scheme is but one step along the path of us ensuring we are meeting these over-arching aims for our community.


A recent Department of Health Equalities Bulletin quoted the Chief Executive of Leicester PCT, Mark Rideout on the 60th Anniversary of the NHS.    He cites a quote from Aneurin Bevan, the Minister of Health responsible for establishing the NHS from 1948:
This is as relevant to our patients and staff now, as it was in 1948.  What has changed, and is continuing to do so, is the rich diversity of our population.   It does not change our determination to ensure that we put how we treat our patients, and our staff, at the front of what we do.   

1.2
The Business of the Trust  

County Durham and Darlington NHS Foundation Trust became a Foundation Trust on 1 February 2007.  The Trust was formed on 1 October 2002, bringing together two predecessor organisations, North Durham Health Care NHS Trust and South Durham Health Care NHS Trust.  

The Trust serves a population of around 500,000, focussing mainly on high quality general hospital core services, but with sub-regional services reaching into the South of Tyne and North Yorkshire areas, serving a population of 1.2 million.  The communities served are diverse, ranging from fairly remote rural populations in the Dales to urban communities in centres such as Darlington and Durham City, and former mining and ship building communities in Easington and South Tyneside respectively.  

The Trust provides acute health services from three main hospital sites in Durham, Darlington and Bishop Auckland.  It also provides healthcare services from a number of community hospitals. The Trust’s hospital sites and the services provided at each are as follows:

· The University Hospital of North Durham (UHND) – is located in the City of Durham and was built through a private finance initiative (PFI).  It opened in 2001 and provides major acute services to over 250,000 people in County Durham.  Currently there are 450 beds.  It also hosts sub-regional dermatology and plastic surgery services to a wider network of hospitals across Sunderland, South Tyneside and Gateshead. 

· Darlington Memorial Hospital (DMH) - was built during the 1970s and is located near the town centre of Darlington.  It currently has approximately 400 beds.  DMH provides major acute services to a population of circa 130,000 in Darlington and South Durham, although for ENT and Ophthalmology services based at this site the population served is circa 330,000, covering Darlington, Bishop Auckland and North Yorkshire.

· ​Bishop Auckland General Hospital (BAGH) - is located near the town centre of Bishop Auckland.  Built through a private finance initiative (PFI), the hospital opened in 2002 and currently has approximately 300 beds.  It is a key provider of acute medicine to a population of circa 120,000.  It is also one of the first wave of hospitals to provide an Elective Treatment Centre which focuses on arthroplasty, urology and endoscopy, general surgery and orthopaedic day surgery.

In addition to these three main hospital sites, the Trust also has Shotley Bridge Community Hospital (SBH) and Chester le Street Community Hospital, which provide a range of services including a nurse-led major injuries unit, a day hospital, physiotherapy, gym and outpatient clinic areas. 

A number of services managed by other Trusts (particularly South Tees, Newcastle and City Hospitals Sunderland Trusts) and local PCTs are also provided on the Trust’s main sites.  In many cases the Trust provides nursing and other support to these services through service level agreements.

The Trust provides services to the Primary Care Trusts (PCTs) in County Durham and Darlington (reduced from six to two in October 2006 following PCT mergers), but also provides services to other PCTs outside the patch. 

1.3
Key Facts and Figures
The Trust currently employs around 4,700 WTE staff and has around 1,200 beds.

In the 2006/07 Annual Health Check by the independent Healthcare Commission, the Trust was rated 'excellent' for Use of Resources and 'fair' for Quality of Services

Income for year 2007/08 is circa £375 million.  This includes £90 million income attributable to the Trust having recently been awarded the contract as the Lead Employer of Junior Doctors in North East England.

The Trust has the shortest waiting times in the North East.

1.4
Organisation Structure 

The Trust Board is led by Chairman Tony Waites, who was appointed Chairman in March 2006.  He was previously Chair of County Durham and Tees Valley Strategic Health Authority.  He also chairs the Health and Education Strategic Partnership for County Durham and Tees Valley and is a long serving trustee of Teesside Hospice Care Foundation.  As well as his involvement in health services, he is also a member of the Tees Valley Partnership Board and is a Justice of the Peace in County Durham.

The Chairman is joined on the Board by 5 other Non Executive Directors together with the following Directors also known as the Executive Management Group:

· Chief Executive – Stephen Eames

· Medical Director – Robert Aitken

· Director of Finance, Planning and Performance – Sue Jacques

· Director of Operations and Business Development – vacant

· Director of Nursing and Quality – Laura Robson

Stephen Eames joined the Trust as its new Chief Executive in November 2007.  

As a Foundation Trust, the Board of Directors is accountable to the Governing Council which is made up of three different types of Governor:  Public governors - elected by members of the public who have become foundation trust members. Staff governors - elected by staff and Stakeholder governors - appointed by local partner organisations, such as local NHS bodies like the primary care trust, and Councils which provide social services.

The Trust is currently changing its Leadership and Management arrangements under the ‘Forward to Excellence’ initiative.  It is moving from the current Clinical Service Management structure to Divisions which are as follows:

· Medicine and Emergency Care

· Surgery

· Women and Children

· Clinical and Diagnostic support

Each Division will be led by a Divisional Clinical Director supported by a Divisional Manager and a Divisional Senior Nurse.

Going forward the Trust wishes to embed an organisation culture which will enable the Trust to remain financially stable, become more efficient, ensure high clinical quality standards are maintained, achieve all its targets and have a well trained and motivated workforce.

The Trust has recently launched a major review to create a five year vision for local hospitals. This initiative is called ‘Seizing the Future’.

Further information about the Trust including the Trust Annual Report can be obtained from the Trust’s website www.cddft.nhs.uk 

1.5
Quality and Service Improvement 

The strategic aims of the Trust are currently:
· To be first choice for patients

· To deliver clinically excellent services as locally as practicable

· To improve the health and well being of local people and to be a major contributor to the success of the local economy

· To trade at surplus in order to invest for the future

Our major areas in terms of quality and service improvement are: 

· Reduction of our MRSA and C difficile infection cases

· Implementation of the 18 week wait target

· Centralisation of our Stroke Services

· Improvement in the way we deliver inpatient haematology 

· Better access, shorter waits – e.g. Accident and Emergency, 

· Maximum 13 week for diagnostic tests.

· Ensuring our local community will choose to use our services

By expressing our standards in relation to equality and moving forward clearly, we hope our local community will choose to use our services and return to our Units in future.    We hope that our patients experience will be a positive one in our Hospitals and outpatient services and that by engaging with our local disability and other Patient representative groups in our consultation, we have established what the areas are we need to focus on in order to improve this experience.

SECTION 2

2.1
What is our Equality Vision? 

The new terms of reference for our Trustwide Equality and Diversity Steering Group have been agreed by Trust Board in November 2007.  These reflect our work towards the Single Equality Scheme.

Our vision is 

               “Equal access, equal treatment”

for patients, and staff.”
This will be the standard we are striving to achieve in how we provide our services and is in direct line with the Strategic Health Authority vision as to how Trusts should provide their services.

2.2
What is the North East Strategic Health Authority Vision?

The Strategic Health Authority (SHA) that covers our Trust is quite clear in the importance it is attaching to Equality Issues and will be actively monitoring and performance managing issues across the patch in relation to equality.  

The SHA vision is 

“The NHS in North East England will be the leader in excellence in health improvement and health care services” 

The clear stated aims of our North East SHA are :

· No barriers to health and well being

· No avoidable deaths, injury or illness

· No avoidable pain or suffering

· No helplessness

· No unwanted waiting or delays

· No waste

· No inequality

All local Trusts – not just Acute, but our partners in Primary care, Mental Health and Learning Disability, will be expected to develop

· fair and accessible services for all sections of the community

· services that are appropriate across a range of equality dimensions including age, gender, ethnicity, religion, disability and sexuality

· mechanisms for consulting with members of different communities about their needs and experiences and acting on the information gained

· a workforce more representative of the community it serves

· staff who have received equality and diversity training, and respond positively to the needs of diverse communities

· equality of opportunity in all employment practices

· zero tolerance of discriminatory practice

The health authority has developed a communications and involvement framework to ensure that all NHS organisations engage effectively with all members of the public and staff when embedding the vision and aims locally.  The framework ensures that due consideration is given to meeting the needs of any disabled people or those whose first language may not be English, so that they are not placed at a disadvantage by not knowing of improvements in health and healthcare that are being embedded into the NHS organisations.

The North East SHA also hosts a Regional Equality and Diversity Network, which has a representative from each Trust within the North East region and allows the sharing of best practice to ensure this is cascaded within Trusts.   This network has had a sub group working on a model framework for the development of Single Equality Schemes.  There are also a number of other initiatives that the Group is sharing knowledge on, including a regional mapping exercise on Migration (covered later in this document) and a new North east Lesbian, Gay and Bisexual Network. 

2.3
The Legislative Framework 

The Government is currently undertaking a Discrimination Law Review, which it intends will result in a Single Equality Bill.  This was deferred from the Queens Speech in 2007 following representations by Disability Groups, but it is hoped that it will be in the parliamentary session for 2008-2009.   

Attached to this document is a brief overview of some of the key pieces of legislation that relates to Equality and Human Rights.   These have been attached for ease of reference. 

2.4
What is the Human Rights Framework and how does it relate to equality and diversity?

In 2007, the Department of Health (DOH) published “Human Rights in Healthcare” – a Framework for Local Action.     One of the five Trusts commended for their work in the field of human rights was Tees, Esk and Wear Valley which lead to our approach to work jointly with them on the development of this Single Equality Scheme.   Human Rights and equality do naturally sit together as fundamentally they are concerned with : fairness, respect, equality, dignity and autonomy for everyone.   

The purpose of the Human Rights based approach framework is based on 5 key principles.   The DOH believe that this model will support Trusts in their core business of planning and delivering high quality and accessible health services for all.   The principles are :

· putting human rights principles and standards at the heart of policy and planning

· empowering staff and patients with knowledge, skills and organisational leadership and commitment to achieve human rights based approaches

· enabling meaningful involvement and participation of all key stakeholders

· ensuring clear accountability through the organisation

· Non discrimination and attention to vulnerable groups

Human Rights act as a set of minimum standards that need to be met.    An example of how this works is as follows :

	HUMAN RIGHT
	SOME RELEVANT ISSUES IN HEALTHCARE
	AN EXAMPLE…

	The right to life


	“Do Not Resuscitate” orders

Refusal of life saving medical treatment

Active or passive euthanasia

Advance Directives

Deaths through negligence

Investigations including inquests where a death is suspicious


	A disabled woman was admitted to hospital with a chest infection.  Whilst there, she discovered that a “do not resuscitate” order had been placed on her file, because medical staff considered that she had a low quality of life which should not be prolonged.    This situation could be a breach of the right to life.



	The right not to be tortured or treated in an inhuman or degrading way


	Physical or mental abuse;

Unchanged bedsheets;

Leaving trays of food when patients too frail to feed themselves

Excessive force being used to restrain patients

Washing or dressing without regard to dignity

Staff not being protected from violent or abusive patients


	A man with learning disabilities was living in a residential care home.  He was regularly tied to a bed or his wheelchair for 16 hours at a time, to prevent him from hitting his head and face.  This kind of situation could breach the right not to be treated in an inhuman or degrading way.

	The right to liberty


	Informal detention of patients who do not have the capacity to decide whether they would like to be admitted into hospital e.g. learning disability or elderly patients

Delays in reviewing whether mental health patients who are detained under the Mental Health Act should still be detained

Excessive restraint of patients


	A large number of patients throughout the UK who do not have the capacity to make their own decisions are informally admitted into hospital.  This kind of admission has been ruled to breach the right of liberty, as there are no clear rules about who decides that someone should be detained, and for what reasons

	The right to a fair trial


	Staff disciplinary proceedings

Compensation claims

Independence of tribunals in Mental Health


	Ensuring there is a robust and fair process for removing a Doctor or Dentist from the Performers List

	The right to respect for private and family life, home and correspondence


	Privacy on wards

Family visits

Sexual and other relationships

Participation in social and recreational activities

Personal records

Independent living

Separation of Families due to placements


	A hospital had a mixed ward and promised to re-order it so that men were at one end, with women at the other.  It did not do this, and an orthodox Jewish woman was highly distressed about sharing a ward with men.


The principle of using the Human rights based approach is to put human rights at the heart of policy and planning.  Some of these principles include issues for us as a Trust to consider in planning such as :

· How do we ensure accountability?

· Do all relevant stakeholders understand enough about human rights?

· How we will ensure meaningful participation?

· Are there any groups being discriminated against in terms of their rights and what targeted action can we take?

The Guide gives a number of key Trust case studies, including an example of engagement by Tees, Esk and Wear Valley, our neighbouring Trust.

There are 15 human rights in total, the above is intended as a guide only, to give a feeling of example in healthcare settings.  This is a brief summary only, of the full guidance document which is available at :

www.dh.gov.uk
Why is this Human Rights framework relevant to equality?

Human Rights relate to the core functions of NHS Trusts and how they perform them in three main ways : 

· Abuse and/or lack of respect or protection of human rights can actually cause or worsen poor health – in particular for those already more vulnerable due to poverty, inequality or social exclusion.   Examples of this are cited by the World Health Organisation, of breaches of human rights because of sub standard conditions in care because of inadequate procedures or training of staff

· The way that Trusts and other NHS bodies deliver healthcare services to those in poor health can impact both positively and negatively on people’s human rights

· Bodies undertaking “public functions” such as NHS Trusts, have a key role in respecting, protecting and fulfilling human rights.

It is hoped that by linking the Human Rights Framework to other equality and diversity work that we can tackle some of the key health inequalities.   

2.5
What is the law relating to Race, Disability and Gender Schemes now?

Like all NHS Trusts, we currently have a number of Duties under existing equality legislation.   As these are different for each Scheme, attached is a brief outline of main Acts and what the 3 current Schemes were meant to achieve.

One of our purposes in developing this Single Equality Scheme is to enable us to set out in one clear document how we will fulfil the different duties and go beyond them in one single document.

Like all NHS Trusts, we first published our Race Equality Scheme in 2002, and updated it in 2005 under the Race Relations (Amendment) Act 2000.  We followed this with the Disability Equality Scheme in December 2006 and Gender Equality Scheme in April 2007.    Our Single Equality Scheme demonstrates that our commitment goes beyond just these Schemes, and covers not just the recognised six “strands” of law, race, disability, gender, age, religious belief and sexual orientation – but is intended to cover all vulnerable groups who may access our services.

	Gender Equality Duty


	Disability Equality Duty
	Race Equality Duty

	Due regard to :

· Eliminate unlawful discrimination and harassment (including for trans people in employment and vocational training, higher and further education)

· Promote equality of opportunity between men and women


	Due regard to :

· Eliminate unlawful discrimination (DDA 1995)

· Promote equality of opportunity between disabled people and non-disabled people

· Eliminate unlawful discrimination

· Eliminate disability related harassment

· Take account of disabled people’s impairments even where that involves treating people more favourably than non-disabled people

· Promote positive attitudes towards disabled people

· Encourage participation by disabled people in public life


	Due regard to the need to :

· Eliminate unlawful racial discrimination

· Promote equality of opportunity

· Promote good relations between persons of different racial groups


Specific Duties

	Gender Equality Duty
	Disability Equality Duty
	Race Equality Duty

	Publish a Gender Equality Scheme which sets out gender equality objectives to fulfil general and specific duties :

In preparation :

· Consult employees, service users and others

· Take into account any information it considers relevant

· Consider the need to have an objective to address the cause of any pay gap

Scheme needs to set out actions the authority
	Publish a Disability Equality Scheme demonstrating how it intends to fulfil its general and specific duties

In preparation :

· Involve disabled people

· Scheme should include a statement of :

· How disabled people have been involved in producing the scheme and developing the action plan

· Methodology you will use to assess the impact of existing and proposed 


	Publish a Race Equality Scheme setting out :

· Functions and policies that are relevant to the general duty on race

· Arrangements for assessing and consulting on the likely impact of proposed policies

· Arrangements for monitoring policies for any adverse impact

· Arrangements for publishing the results of the assessments

· Arrangements to ensure public have access to information and 



	has taken or intends to take to :

· Gather information on the effects of its policies and practices on men and women in employment, services and performances of all its functions

· Use information collected to review implementation of the scheme

· Assess the impact of current and future policies on gender equality

· Consult relevant employees, service users and other stakeholders

· Ensure implementation of the equality scheme objectives 

· Report on progress annually

· Review and revise at least every three years


	activities on disabled people

· The steps you will take to fulfil the general duty (Action plan)

· The arrangements for gathering information in relation to employment (and delivery of education and its functions)

· The arrangements for using information, particularly when reviewing the action plan and revising the DES

· Take the steps set out in action plan within three years and put into effect the arrangements for gathering and using information

· Publish report summarising the steps taken under the action plan, results of gathering and using information

· Report on progress annually

· Revise scheme every three years


	services provided

· Arrangements for training staff on the Race Equality Duty

· Required to monitor employment procedures and practices

· Schools have a race equality policy


There are some significant differences between the duties.   Any work done in a generic fashion must therefore demonstrate how all the elements of the duties have been fulfilled. 

Our Action plan therefore reflects these differences and references them to the different strands of current law.

2.6
Why is a Single Equality Scheme needed? 

As already identified, Government thinking has changed on equality over the past Parliament.  There is a full Discrimination Law Review under way to look at bringing all the current legislation into one Single Equality Bill.    The Department of Health is also committed to the Human Rights based approach to Equality, highlighted earlier in this document.    

What we hope to achieve by our work is clarification, simplicity, board level commitment and understanding of the links between the various strands of equality and the Human Rights based approach.  What we have also strived to work towards is a proactive, and consultative way of working with our local community to reflect the issues that concern them.  

One of the key areas of concern from our consultation, and indeed that the Government has experienced in the Discrimination Law Review is from Disability rights organisations and campaigners who are keen that the current provisions in the Disability Equality Scheme are not watered down by this generic approach.    We have given a commitment that this is not the case, and the model of working we have used demonstrates active involvement and consultation and that the results of our findings are reflected here.   This is exactly the same as within the Disability Equality Scheme and will remain our practice across all strands of equality.     

We have highlighted issues relating to individual strands as these are areas currently covered in law, however our intention is to cover all areas of equality and diversity and not forget that many of the people who access our services are vulnerable in a number of ways, whether by impairment, mental health, learning difficulties or other issues.     Our approach reflects all of these needs and is why we have joined forces with our neighbouring Mental Health and Learning Disabilities Trust to work jointly.

2.7
What are some of the issues relating to the different equality strands?

ISSUES CONCERNING THE DIFFERENT EQUALITY STRANDS
RACE

People from many BME groups tend to have worse health than the wider population.
Infant mortality is higher for children with mothers born in Pakistan and mothers born in the Caribbean.
Gypsies and travellers have significantly poorer health status. They are less likely to visit GPs, practice nurses, dentists or contact NHS direct, and have a significantly lower life expectancy than the wider population.
Smoking rates are higher among BME men.
The prevalence of stroke is much higher among African-Caribbean and South Asian men.
BME communities are among the least satisfied with the services they receive.
Coronary heart disease is more common among South Asians.
The incidence of diabetes is five times higher among South Asians and three times higher among those of Caribbean backgrounds than in the general population.
Incidences of mental illness are higher in some BME communities.
Young Asian women are twice as likely to commit suicide than are young white women.
DISABILITY
The prevalence of disability increases rapidly with age, approximately 75 per cent of men and women aged 85 and over have a disability.
Twenty per cent of those with a disability are under age 45.
Twenty-four per cent of deaf or hearing-impaired people miss appointments, and19 per cent miss more than five appointments because of poor communication.
Disabled people are four times more likely than the general population to find dentists’ offices inaccessible or inadequate; twice as many find their doctors’ surgery inaccessible.
Forty per cent of visually impaired people believe that their GPs are not fully aware of their needs, rising to 60 per cent for other surgery staff.
One study has estimated that people with learning disabilities or long-term mental health problems are 58 per cent more likely to die before the age of 50 than non-disabled people.

GENDER
Men are three times more likely than women to commit suicide.
Women are between two and three times more likely than men to be affected by depression or anxiety.
Death rates for colorectal cancer are 24.7 per 100,000 men compared to 14.7 per100,000 women.
Men have traditionally smoked more cigarettes and consumed more alcohol than women and there are important differences in the numbers of deaths from lung cancer and chronic liver disease between women and men.
AGE
Older people make up 62 per cent of social services’ clients, but only 47 per cent of the budget is spent on them.
More people report experiencing age discrimination than any other form of discrimination.
Those aged 65 and over constitute one-sixth of the population and yet occupy two-thirds of general and acute beds.

SEXUAL ORIENTATION

Lesbians report violence and bullying to a greater extent than heterosexual women.   

Lesbian and gay young people are up to six times more likely than heterosexual young people to commit suicide.

42% of gay men, 43% of bisexual men and women have clinically recognised mental health problems compared with 12% and 20% for predominantly heterosexual men and women.

RELIGIOUS BELIEFS

There is not a wide range of statistical material available in respect of religious beliefs, however as part of the Department of Health’s overall aim of improving the health and well being of being of all, Trusts must recognise personal needs of what is now a multi faith, and multi cultural society.   Trusts must take account of personal needs, such as dietary, cultural and other requirements of our variety of service users.  

Muslims are not a homogeneous group for health status but there is evidence to suggest that large sections of Muslim communities experience significant health inequalities.  This is based on knowledge of health outcomes for Pakistani and Bangladeshi communities.

SECTION 3

3.1
Mapping our local community

Summary of Local Population issues

An excellent study was carried out for County Durham Foundation, commissioned by Durham University.   This was commissioned to shed light on the social and demographic picture of County Durham and Darlington.  

It is comprehensive in its use of Local Government, Police, Education, Public Health and other sources and is thus a useful tool for us.

It identifies that these are 2 broad priorities facing us in this area :

· Tackling deprivation, overcoming inequality and division and countering polarisation

· Promoting cultural development and change

Key characteristics of the area include :

· An ageing population

· A more diverse economy – but with a heavy reliance on the public sector

· High incidence of worklessness

· Poor health and low life expectancy 

· Demand for long term care for the elderly and disabled set to increase

· Many households on very low incomes

· Deprivation is commonplace, notably in the former coalfield areas, but also in other urban and rural areas

This report identifies nearly a fifth of the population in County Durham and Darlington as of pension age.    People of pension age make up a larger proportion of the population in County Durham (19.8%) and Darlington (19.7%) than in England.    The population is expected to age very significantly.  It is projected that by 2029, 28.9% of the population in County Durham and Darlington will be over the (current) pensionable age.  

Research undertaken for the Disability Equality Scheme identified a higher than average incident of disability.   26% of households in the North East of England are in receipt of one or more disablement benefits.   It was estimated at the time of the DES, that 22.7% in the North East reported long term limiting illness, compared to 18.5% nationally.

Changes in terms of migration are also becoming evident.    The North East Public Health Observatory have been commissioned by the Strategic Health Authority to undertake migration research as this is very difficult both to quantify and predict accurately. Their work so far has identified over 10,000 asylum seekers or refuges in Newcastle since 1999.   In the Trust, we know that we have 3 Polish communities which have built up in the Darlington, Bishop Auckland and Consett areas and this has had an impact on the Maternity Units with Polish women coming into give birth for the first time.     It has been estimated there could be over 20,000 immigrant workers from the EU in the North East now.    We also have small Asian, Chinese and Japanese communities in the locality that we know of and have engaged with previously.     

We have produced some pie charts of our Ethnicity amongst both patients and staff which gives an indication of the numbers.    

2001 census information identifies that although the numbers of ethnic groups remain relatively small compared to other areas of the country, approximately 2.1%, this is a change from previously of only 0.7% and does demonstrate changes in local residency.   It is likely that the next census will identify some significant changes in the local population.   Very significantly, Council statistics indicate people declaring long term illness within Darlington and Durham as 20.4% which clearly has an impact on local health services.   

Employment rates have changed over the past 10 years, but there remains a high incidence of worklessness in County Durham which has an employment rate of 70.0%.   Darlington has an employment rate of 75%.   Economic inactivity in County Durham is highest in the former coalfield areas, where there is a particularly high reliance on incapacity benefit.  County Durham and Darlington have high levels of physical disability, incapacity and illness and an ageing population.

The local Directors of Public Health identify issues that are of particular concern as being :

· High prevalence of smoking – “the biggest single contributor to shorter life expectancy locally” – 26% of adults in England smoke, compared with 29.9% in County Durham and Darlington and an even higher prevalence in Easington – 37.3%.  

· High levels of obesity – amongst the worst in England.  Again, Easington District has the highest risk in England while Durham City has the lowest risk in the sub region.

· High levels of hazardous or dependent alcohol consumption, both chronic and binge drinking. 

One particularly interesting statistic comes from an Audit of Public Sector reform in the North East, produced by the Institute for Public Policy Research. This demonstrates that there is considerable variation in the North East between the region’s males.   It is possible that a male born in Berwick upon Tweed could have a life expectancy of up to four years longer than a child born in Hartlepool or Middlesbrough.

An area of concern identified is that despite substantially reducing deaths from Coronary Heart Disease, the Region still has the highest female and second highest male rates of mortality from CHD.   Also of concern in this Report is the picture of mortality rates from Cancer.    A copy of this report can be accessed upon request.

Professor Robinson identified very strong connections between deprivation and poor health.  The County Durham Local Area Agreement talks of “a mutually reinforcing link” between higher rates of health, mental illness and premature death, and low income, economic inactivity and low levels of education and skills.  The Darlington Community Strategy and LAA has, as a major theme, health improvement and social inclusion, centred on reducing health inequalities and tackling the issues which the local Primary Care Trusts have raised in their joint Annual Report.    The North East has the largest proportion of households on the lowest incomes and some particular areas of deprivation such as the former coalfields of East and West Durham. 

3.2
Mapping - PATIENTS

Our Information Department have compiled the following statistical evidence for us which reflects the ethnicity of our resident population :

RACE – Ethnicity profiles 
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AGE and GENDER PROFILES 
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Disability 

As outlined earlier in the Mapping section, we do not have exact statistics in relation to disability however indications are that the figures in the North east is 17.9%.   
Religion

The 2001 Census does indicate there is a mixed range of religious beliefs and although numbers are relatively small, these are changing.  These include a range of beliefs including Christian, Jewish, Muslim, Buddhist and Sikh.  

Sexual orientation

Our current Trust systems do not record information on sexual orientation.  The Department of Health has indicated it intends to produce guidance on this.
Mapping - STAFF

RACE
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GENDER

	
	Profile of Staff in Post – December 2007
	

	
	Headcount
	Gender
	PT
	FT
	

	80.71%
	4405
	Female
	2218
	2187
	

	19.29%
	1053
	Male
	158
	895
	

	
	5458
	Total
	2376
	3082
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DISABILITY

The Trust does not have comprehensive information on staff that have a disability.   There are a number of reasons for this.    Information on Disabled staff has not been recorded when staff join the Trust, and as many of our staff have worked for the Trust for many years, this information was not recorded when they joined.   Some staff do also become disabled whilst in our employment and others may choose not to declare their disability.   

We have agreed that there will be a Disability Survey carried out by one of the personnel team.    This has been agreed with Joint Consultative Committee.    
AGE
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RELIGION

We are not recording this yet, but may have the facility to do so under the development of the Electronic Staff record as the new NHS Jobs electronic form does have a facility for collecting this information.

SECTION 4

4.1
Consultation, involvement and partnership working

Who has been involved so far and how will they be engaged in the future?

When the Trust embarked upon the development of the Single Equality Scheme, we joined forces with Tees, Esk and Wear Valley Mental Health and Learning Disability Trust.    As there is no single agreed consultation process, we identified potential service users who were known to us, Patient Council and other voluntary groups.  We also researched local organisations in the area.   Our Trust Patient and Public Involvement Managers and PALS support staff have also been most helpful in ensuring invitations were sent to a wide audience.   

Trust Equality leads conducted an event on January 8th of this year at Morton Park which we were pleased was attended by a mixture of all these groups who all contributed actively to the debate.   We also obtained Braille copies of the invitations to several of our known blind users to ensure their inclusion.   We also invited sign language interpreters to the event .

A copy of the consultation event and the findings from it is attached as Appendix 2.   However a summary of the findings can be identified as the following :

· That the introduction of a Single Equality Scheme will not water down the other Schemes, in particular the Disability Equality Scheme as the requirements to consult and involve disabled people are different.  Our new Scheme does this in exactly the same way

· Our service users want to see meaningful involvement at the beginning of plans, not just token consultation near the end with short timescales for comments

· That the results of the consultation will be collated and fed back to those who contributed, which they do not feel has happened in the past

· All the groups raised training as their major concern, in particular, staff attitudes

· The consistent view was that training needs to be done directly with front line staff – it is not enough to have electronic learning only or other written packages.  

· Service users and carers want to see a commitment from the top of the Trust on these issues which they feel will filter down to staff.

We felt that the event was worthwhile and will be valuable for future equality work.

We undertook to have a draft version of the Single Equality Scheme ready for a second follow up event on the 18th March for our service users to have their say on whether we have reflected their views prior to it going into Trust consultation processes and then onwards to Board agreement. 

A second follow up consultation event was held on Tuesday 18th March.   The first working draft of the Scheme was sent out to our service users and local interested parties a week prior to the event to give people the opportunity to comment rather than just publishing and then consulting.    

We received positive feedback at this session at Morton Park, and we felt the work we have undertaken was well received.  We received a request to include some further analysis in this Scheme relating to a couple of areas in particular.  These are :
· Representatives from local carers in our community who care for people with mental health problems, but who also access our Acute units, requested a definition of carers be included in the Scheme.   The form of words we were asked to include is included as Appendix 3 which is attached to this document.

· Concerns were expressed at the issue relating to North East Ambulance Trust of blind service users not being able to take their guide dogs on ambulances when they have been admitted to Darlington Memorial.    Our PPI lead agreed to write to the Ambulance Trust clarifying their policy on this matter.

· The wish was reiterated that training involves experienced local people from disabled groups.  Carers expressed the wish to be involved in this as they often feel isolated by professional staff. This links to point 1 above, and the issue of carers not feeling consulted with or treated appropriately by professional staff at times.
· A question was raised about the implication of the new Single Equality Scheme in the context of all the changes in the Trust for example, in relation to the Seizing the Future initiative.   We felt this was a good time for us to look at how we address equality, particular in view of our status as a Foundation Trust and the need for community engagement, which sits perfectly with equality issues.

· A summary is attached of other issues that were raised.

We identified relatively late on in the process a mechanism to consult with our local Polish community, which a Polish member of staff has volunteered to help facilitate.   
This work can continue and be part of the first year action plan to capture any audience we missed as of course it is not possible to capture everyone at the first attempt.  A piece of work for the first year of the Scheme may usefully be to examine the particular needs of our Polish patients for example, in maternity care, and having relevant guidance either translated or made available in different formats.     Darlington Council have recognised the needs of the new Polish community with a part of their website designed and translated into Polish and this is an area we can explore as part of any consultation.   Previous consultation work that the Trust has undertaken in the community has identified local Asian, Chinese and Japanese communities and work has been undertaken to help facilitate appropriate translation and communication.  There are still a number of staff within the Trust who were involved in these initiatives previously who could share their learning and expertise.     A useful comment was made during the course of gathering information concerning the need to book translation services at the first opportunity of booking a patient in, as often the need is identified late on and the communication barrier may already have been a problem.

We did publicise the consultation event on the internet, and on the local Church partnerships website but had a low take up from local faith leaders and other religious groups so we intend to ensure that the Scheme is still circulated widely to these groups to ensure that if we have missed their needs, there is still an opportunity to reflect them.  Both Trusts’ Chaplains have been consulted upon these proposals and offered guidance.    

A key finding was that many disabled and other service users and carers feel that publishing the Schemes on the Internet, which is what all NHS Trusts do, is not enough and we should be more proactive in obtaining Braille, CD or other formats for them.  We have had brailled all our consultation papers for this process and are preparing a summary of this Scheme to be converted into Braille as the full Scheme itself does not easily lend itself to Braille.  The Trust could also consider  advertising our Scheme in the local press for example quite easily. Darlington also has the benefit of a “Talking Newspaper” which we will also be approaching to promote our Scheme.

Our shaping of the Action Plan, a key part of the Single Equality Scheme, incorporates the comments made.   It also links together previous consultation events and findings from those and imports all the actions from the 3 previous Schemes into the new, joint one.

We have undertaken a follow up event with our community in March 2008 to demonstrate our work.   We have also compiled a register of the various people and bodies who have attended our event which is held centrally in Personnel.  

4.2
Our role as a major employer and NHS Trust

4.2.1
Model Employer Group

As one of the major employers in the North East, we have a responsibility to adopt best practice.   The Trust has in place a Model Employer Group, which replaces the former Improving Working Lives Steering Group and the Stress Working Group to lead us forward in 2008 and beyond.    The purpose of this Group is to promote the principles of good employment practice in all that the Trust does and to survey, analyse, action plan and monitor progress against action plans to support the development of policies related to good employment practice.   

4.2.2
Joint Consultative Committee – presentation February 2008

The Trust have in place a Joint Consultative Committee which is where Staff representatives have the opportunity of representing issues across the Trust on behalf of staff.   We undertook a presentation on Equality and Diversity to the monthly Committee in February 2008 to keep them fully briefed on the development of the Single Equality Scheme.    As part of improving our already established commitment to partnership working, the JCC were asked to nominate a representative to be the Staff representative lead on equality and diversity work within the Trust.  It was felt this would be particularly useful in relation to developing the proposed Disability Audit within the Trust and that staff would find a joint approach less threatening as many staff are reluctant to disclose disability.    

4.2.3
Our role as managing the Lead Employer Trust (LET)
CDDFT became the host for the Lead Employer Trust in April 2007.  This is based at Framlington Place in Newcastle and looks after the recruitment and employment of Junior Doctors and Dentists in training for the Northern Deanery.   This covers the employment of around 2,000 trainees who may be placed in training Trusts throughout the North East region.  

We have undertaken a number of specific pieces of work on equality and diversity for the LET including :  

· An equality and diversity detailed statement for all the trainees which covers a range of employment issues and clarifies their rights and responsibilities.  This is being agreed with all the training Trusts who act as hosts for our trainees

· A management statement has also been designed where we will be asking other Trusts to agree a set of standards for how our trainees will be treated

We aim to set a standard for the treatment off all the trainees in our care, whilst in training.

4.2.4
Host for workforce development team across region

CDDFT is the host employer for the workforce development team across the region.  This was previously based within the Strategic Health Authority.  This also gives us the opportunity to share learning and best practice.

4.3
What is the Business case for Diversity?

As a major employer – with just under 5,000 staff, there are sound business reasons for us to be endorsing best practice.

Good practice, on a daily basis, will offer the Trust : 

· Improvement in patient outcomes

· Improved and easier access to treatment

· A reduction in complaints

· From a staff perspective – less bullying and harassment

· Zero tolerance on hate crimes – thankfully rare in the area but on the increase outside the Trust. There are though a number of our staff, particularly in Accident and Emergency, who have been subjected to racial and other abuse.  The Trust has a very clear stand on these behaviours.
· More choice in recruitment – widens the net for recruits.  Many people in the County Durham and Darlington area live and work here all their lives.   Many of our existing staff have 20 years plus service.     They provide a loyal and committed workforce.

· For those who become disabled whilst in our employment – many individuals have valuable skills, experience and knowledge of their local health service.    Losing them from our employment through ill health retirement and long periods of absence is a loss of this knowledge to all the service, apart from the financial costs involved.  

· We wish to foster good relations with all our employees, showing that we value them and will treat them fairly.

We have some good work already underway for patients : 

· Active Patient public involvement engagement and PALS (Patient Advice and Liaison service) work

· Detailed learning disability guidelines on Nursing and Quality site

· “Talking mat” work at Durham on Stroke Unit for people with communication impairments.  

· Brailled copies of our documents being made available for blind service users and other forms of communications being explored as CDs and translation into other languages being made readily available, rather than just on request.

4.4 Who is responsible for Equality and Diversity within the Trust?

The Healthcare Commission, which monitors all NHS Trusts, have very high standards in respect of Equality and Diversity.  One of the Healthcare Commission’s strategic goals is to encourage respect within services for human rights and for their diversity, and to promote action to reduce inequalities in people’s health and experiences of healthcare.  

Standards for Better Health clearly identifies what this means and how we as a Trust, will be monitored. 

The Trust has a detailed compliance statement it undertakes for the Healthcare Commission, who regularly monitor all Trusts on the publication of their material on their websites.  In addition, to assure the Board of compliance to these Standards, an external team of Auditors has been appointed to monitor the Trust on 7 key areas of the Declaration.  This assessment includes equality and diversity (standard C7e).  This additional assessment process takes place in March 2008.

New terms of reference for our Trustwide Equality and Diversity Steering Group were signed off by November board, this ensured the Board was kept fully briefed and also agreed to the proposed model of consultation work.

There will be further sub groups and specific pieces of work which will be identified by the Trust EDSG.

We undertake to have a complete review of policy impact assessment involving local disability groups, and will be inviting members of our local disability community to join us in this process, thus bringing additional scrutiny to it.

4.5
What are our plans to improve Equality?

So far, over 5 months work and planning have gone into the production of this Single Equality Scheme.   This was undertaken in the genuine belief that this will improve how equality and diversity is understood and taken forward in the Trust and within our local community and thus improve the experience of both our patients and staff.

Our joint consultation and development with Tees, Esk and Wear Valley has been a great source of help and information to us and we would propose to retain this link for future work as it assists both Trusts in mutual understanding.

We have explained our proactive community engagement and intention to continue and develop this.  This sits naturally with our role as Foundation Trust, and there is a new Trust group in relation to community engagement.  These respective pieces of work could be linked to ensure a wider audience.

We are clear that this new emphasis on the role of the Single Equality Scheme does not water down our commitments under our existing Disability Scheme to our disabled services users, and to engage in meaningful consultation and involvement, a requirement above the duty required under other schemes.

Equality and diversity training will take place from induction so that new staff are aware of their responsibilities to follow the scheme.  In addition, all staff can now benefit from our innovative e-learning equality and diversity package which can be accessed all over the Trust.   We have also designed updates for the Leadership Network which reaches all the Senior Managers throughout the Trust, and this includes a new Managers Guide to Disability which covers all areas of disability and gives practical guidance on the process of reasonable adjustments.

All areas of equality are supported through other initiatives within the NHS including the Knowledge and Skills Framework and the work of the Model Employer Group.     

This is a three year Scheme.    In devising this Scheme, we have paid close attention to the varied and complex action plans from the other 3 existing Schemes currently published.    The new Single Action plan reflects the priorities identified to us from these, and from our own individual consultation.     We have linked this into main themes for ease of understanding and to avoid repetition.   Following concern from our user groups, we have referenced each of the main areas – disability, race, age, gender, sexual orientation and religious beliefs – separately to ensure that our community can read with ease our action plan and be clear as to where their needs are met, rather than having to work through a volume of material.

A critical area that must be addressed in terms of how we operate has been identified as policy development and the need for impact assessment.  The process we will use for this is illustrated below.
4.6
Full Equality Impact Assessments

An early priority for us in County Durham and Darlington, will be to form a new sub group, which will involve disabled or other interested service users, to look at how we carry out our screening process and to identify if these are robust enough.    

We also intend for this group to review existing screenings and check if they are appropriate with a view to publishing an overview of all Trust policies in relation to their priority and some commentary.  This is a piece of work for the first year of this Scheme and will represent work in progress for our reformed Trust Steering Group to monitor.   

To make sure than any new policies, processes or functions do not disadvantage disabled people or any other groups, all should be screened to establish if they are relevant to any areas equality, and if so, a full impact assessment needs to be carried out. Impact assessments of policies, processes and procedures have already been carried out.  Further work will be needed on this, on a regular annual basis, and priorities will need to be set for reviewing past policies and whether they need to be revisited in the light of the changing legislation.   

We have included as an Appendix to this Scheme, details of the forms (some Trusts refer to these as a tool kit) that the Trust have compiled to ensure it is meeting its duty in relation to all areas of equality.    As soon as the Trust knows that it has to develop a policy or proposal, we need to consider whether or not the policy is relevant to equality. This is the first stage of impact assessment, which is called screening: First, the main aims of the policy should be identified. Information should then be collected on how the policy will be implemented, and which groups it is likely to affect and what the likely outcomes are, if any. 

This will be based on information gained from regular involvement and consultation with those likely to be affected by the proposed policy, or who have an interest in it. It is also useful to ascertain if the policy is required to meet any statutory requirements or Trust business plan objectives. A decision can then be made as to whether the policy or activity is relevant to all aspects of equality legislation.       If it is not seen as relevant, there is no need to progress to a full impact assessment.

If the impact of a new policy, process or function is not seen as relevant to any of the equality strands, this will be noted and the evidence to back up the decision recorded. 

Therefore assessments will be carried out in an open and transparent way, and systems should be put in place for identifying what information was used and how it influenced any decision. There is a requirement to publish the results of impact assessments, and the process of obtaining the results is open to public scrutiny. All current policies, processes and functions must be continuously monitored and reviewed for relevance to the duty in the same way that they have been identified and checked for their impact on disability during the production of the DES.

4.7
Full Impact Assessment – Outline of Process
If a new policy is relevant to the duty to promote equality, a full impact assessment will be carried out. This will enable the Trust to see if the policy is likely to have any adverse effects on disabled people, and to either make changes to the policy or consider other measures to mitigate those effects.

 Assessing Existing Policies

As well as the requirement to impact assess new policies and procedures in development, the Trust will also have existing policies and functions which need to be assessed for any adverse impact.   Those responsible for assessing the policy will liaise with others within the Trust who have corporate responsibility for issues such as consultation, customer service and monitoring systems.

The difference between assessing present policies and impact assessing future policies, is that present policies are already in place, so existing information about how that policy is being implemented should indicate any adverse impact on disabled people, whilst involving disabled people in reviewing the policy should indicate the way forward for improvements.

This is a requirement from the Disability Equality Scheme, which we intend to keep as part of the Single Equality Scheme, as it sets a benchmark for our practice.
High impact 
The assessment shows that:

• The outcomes are relevant to the delivery of the Trusts key business objectives.

• The policy/function does not promote equality, so the Trust would not meet the requirements of current equality legislation.

• There is disproportionate and unjustifiable adverse impact on staff, service users and/or the community.

Low impact 

The assessment shows that:

• There may be some differential impact but this does not have disproportionate or inequitable outcomes and can be reasonably justified;

• The policy is not an immediate priority for the organisation;

• There is no relevance.
Medium Impact 

The assessment falls in-between the two categories above:

With the move towards Single Equality Schemes (SES), the links between different strands of diversity have been recognised, especially when assessing the impact of functions and policies on different groups. For instance, we live in an ageing society, and it is widely recognised that incidence of disability increases with age. There is also the link between certain types of disability and ethnic origin, for instance sickle cell disease primarily affects those of African descent, and pernicious anaemia is more prevalent in people from Eastern Europe.   We have therefore put in place a single equality impact assessment tool.

All our core functions and associated policies and procedures can potentially impact upon the experience of a range of our service users.   

To ensure that we are properly equipped to assess this potential impact, the Trust will:

· Continuously gather research evidence on the equality implications of all its core functions

· Continuously learn from policy and guidance relating to disability or other strands of equality and any or all of our core functions

· Develop the capability of our staff to monitor the impact of our core functions from the point of view of eliminating discrimination, promoting equality and promoting good relations with all our communities

· Prioritise functions requiring examination in the light of evidence, policy and guidance

· Examine functions and policies for their impact from the point of view of eliminating discrimination, promoting equal opportunities and actively promote equality of opportunity  for all

· Modify functions and associated policies in the light of this scrutiny

· Monitor to assess the effectiveness of our policies in eliminating discrimination, promoting equality of opportunity for disabled people and other vulnerable groups

SECTION 5

5.1
Recommendations from Consultations

The summary of recommendations is included in Appendix 2 and these views have been incorporated in how we have both written this Scheme and the Action Plan that supports it.

Following extensive research, we have committed to each Trust having an Integrated Action Plan that clearly references the respective areas of equality the action relate to, so that external users particularly can read and understand it easily.

5.2
Using information gathered for monitoring, evaluating and reviewing the effectiveness of the scheme.

The work of the Trustwide Equality and Diversity Steering Group will be to set the agenda for the coming year.

The SES is to be produced for April board and it is the intention that this will then form a once yearly review, with a full report to the Board.

This report will replace the current need for a report under each individual Scheme at differing times of the year but the Annual Report on the Single Equality Scheme must ensure it complies with current legislation, until this is replaced by any new Single equality legislation.

As outlined earlier, the Trustwide Steering Group will have a number of pieces of work to ensure completion of in the first year off the Scheme.   These will include a sub group to look at Impact assessments, how these are carried out and production of the result of the findings and an assessment against each policy with a plan to review this.

It will also need to link directly with the Learning and Development Directorate to ensure appropriate training on discrimination continues to be embedded throughout the Organisation.

The Trust wide Equality and Diversity Group will ensure that the Trust is making progress against the commitments we have given in our Action plans and that this work continues on an ongoing basis.    

5.3
Integrated Single Equality Scheme Action Plan

For ease of understanding and to follow the model we used in the Disability Scheme, this is themed by major areas and then cross referenced to relevant to each equality area.

Each referenced to actions from existing Disability, Race and Gender Schemes and now identify potential links to other strands of equality.

These are linked to Healthcare Commission standards and other Department of Health guidance documents.

5.4 Arrangements for publishing the Scheme

CDDFT will proactively publish the scheme in all its areas of work. Awareness of the scheme will be raised through a press release and also the scheme will feature staff bulletins and in our Trust’s local press and media forum.   

The scheme will be available on the website, internet and intranet and be easily accessible from the homepage. It will also be promoted internally at staff lunchtime events, during staff training days and at staff inductions.  

The scheme will be reviewed and updated annually and progress and developments will be communicated through the above outlined methods and also the annual report.

The scheme and updates will be available in formats requested by the public (for example large print, audio, or EasyRead with pictures).   Brailled copied have been ordered for our blind service users and other language formats can be ordered from our translation service.

5.5
Annual reporting arrangements

The Current Race, Disability and Gender equality Schemes all have different months of reporting and differing 3 year cycles.   Our intention is now to have this Scheme as our Single Scheme, with one yearly board report that covers all 6 strands of equality, as identified in the Action Plan.

There are slightly different reporting requirements in relation to Race Equality, as there is a requirement for additional statistical information that is not the case with other areas of equality law, so this will be dealt with as an additional Appendix to the new SES on this occasion, and in future reports, as part of the main body of the report for ease.

Each year our Trust will summarise the results of activities it has carried out during the year.

The report will include:

· The work we have done as a Trust on equality and diversity, and in particularly the relevant actions under our Action plan

· Progress on our impact assessments

· Identifying relevant policy issues and what we have done to address those

· Identify all relevant training issues and what training is being undertaken

· What we have done to effect continue meaningful consultation with our local service users and interested groups 

· Our work on ensuring our communications are accessible to all and any lessons we have learnt from this

· Any other relevant issues we have identified

5.6
Comments and concerns 

CDDFT has a number of policies and procedures, which have been put in place to support the principles of Dignity at Work and support the right of individuals within the Trust and externally, to be treated with dignity and respect either in the course of employment, or in the course of being a patient of the Organisation.

The Trust has actively promoted the work of the Dignity at Work policy, and has put in place, a network of trained Support Officers to demonstrate to staff the serious view it takes of these issues.     All allegations are dealt with in an appropriate and sensitive manner.

The work of our PALS (Patient Advisory and Liaison Officer) supports any patients or carers, who have concerns during the course of their dealings with the Trust.    We have in place a comprehensive policy for managing complaints, and support is offered to anyone during this process.

What we believe in designing this Single Equality Scheme is that this is a positive step forward for us as an Organisation and we welcome the developments in law, which we hope will bring about a cultural change in practice on a day to day.    

It is only when we change behaviour on a daily basis that we have truly brought about equality for all our service users, carers and staff

Appendices

· Integrated Action Plan for Single Equality Scheme   (includes relevant themes from Disability, Race Equality and Gender Equality Schemes)

· Summary of findings from Consultation day (letter from J. Wallbank and D. Goodchild)

· Summary of findings from follow up Consultation day 18.3.2008

· Copy of Trust Equality Impact assessment forms (contained with Policy for Developing Policies)

· Summary of Human rights and equality legislation

· Appendix with separate race relations summary report

· Link to all relevant corporate policies   (www.cddft.nhs.uk)

Published by:


Personnel and Development Directorate

Memorial Hall

Darlington Memorial Hospital

Hollyhurst Road

Darlington

DL3 6HX

Feedback and comments to :  

Our Trust Website is :

www.cddft.nhs.uk
If you wish to make any comments, please email Sue Williams, Head of Operational Personnel, details below.    If you would like a copy of this in large print or Braille, please contract Sue Williams, Head of Operational Personnel on 01325 743987.    

Email: Sue.Williams@cddah.nhs.uk.   
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“Where are we now” 
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Healthcare Commission

Standards for Better Health 

2001 Census summaries

Department of Health 

Human Rights in Healthcare, A Framework for Local Action

March 2007

Equality and Human Rights in the NHS

A Guide for NHS Boards

April 2007

Department of Health

Single Equality Scheme

2006-2009

Current CDDFT Disability, Race Equality and Gender Equality Schemes

and Strategic Health Authority draft framework for Single Equality Scheme

An Audit of Public Sector Reform in the North East

A briefing paper for the Public Sector Commission

Institute for Public Policy Research

September 2007

Office for Public Management

Involvement for Real quality

The Benefits for public services of involving disabled people

September 2007




“We ought to take pride in the fact that, despite our financial and economic anxieties, we are still able to do the most civilised thing in the world – put the welfare of the people  in front of every consideration”
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